must be due to a puddle of pus, and that it drained away when the patient was upright. At present the coin sound was not very good.' Dr. CHARLES W. CHAPMAN suggested it was possible that a foreign body might be at the bottom of the trouble. In his student days a patient was admitted with a history of severe hsemoptysis for many months, and wasting, and the case was accordingly thought to be tubercular. But one day he had a bad coughing fit and coughed up three or four shot. He was a Frenchman employed at a wine merchant's, where his work was to wash out bottles with the aid of shot. He occasionally helped himself to some wine, and in the "push up " at the bottom of one of these bottles evidently some shot had become fixed and in swallowing wine these shot must have slipped down the trachea. Evidently the shot had been lying in his bronchus six months. After parting with them he got rapidly well.
Dr. F. LANGMEAD said that he thought that it would be agreed that pneumothorax was a somewhat rare event in a child. He could remember four cases of the condition, one of which, shown by Dr. Jewesbury before the Medical Society of London, recovered. The other three, which had come under his own observation, all died. In one case the pneumothorax had followed the use of an exploring needle which had been inserted over a dull area on the supposition that fluid was present. In the second case surgical emphysema also occurred and became almost general. The conditions were due to a breaking down tuberculous gland at the pulmonary root, which communicated with the bronchus in the one direction and with the mediastinum and pleura in the other. The third case was also due to a similar cause but was unaccompanied by surgical emphysema. All three cases originated in tuberculous lesions.
Dr. CHARLES W. CHAPMAN said he thought that in this case the chest should be tapped early, and the fluid searched for tubercle bacilli. ' An exploring needle has since been inserted but no fluid was detected. The nature of the shadow in the lower half of the left chest is still obscure-it is probably collapsed lung, retained in position by adhesions. The lung is now expanding, but the temperature still keeps up.-E. P., April 1, 1915. Hydrocephalus and Spina Bifida with Deformity of the Legs. By PHILIP TURNER, M.S. MR. PHILIP TURNER said the child was first seen by Dr. Rolleston, who sent him to the speaker. He was aged 2j years, and had considerable spina bifida in the lumbo-sacral region, and hydrocephalus.
The chief interest in the case was in the condition of the legs. The right leg showed a common state in spina bifida; there was marked talipes equino-varus, and the tibia itself was somewhat curved inwards. The left foot was in a condition of very marked talipes equino-varus, and the thigh was externally rotated to such an extent that the popliteal space was turned directly forwards. One could distinctly feel the condyles of the femur, so that the patella should be behind. But he could not feel the patella at all. On that side the tibia was still further rotated outwards. Another feature of the case was that the knee could not be flexed, though hyperextension was possible, as in genu recurvatum. The legs were not completely paralysed, but the patient could not move them very much. The child appeared to be intelligent, and vision was normal. There was incontinence of both urine and feces. Thle skiagram revealed a number of interesting things. The spina bifida showed up extraordinarily well on the plate, and all the bones were present except the left patella. The long bones were unduly slender, and the epiphyses very large and their outline was indefinite. He was doubtful as to the presence of any pathological condition. On the left femur was an indication that there had been periostitis, especially at the upper extremity. He had not heard of the mother having been frightened before the birth of the child.
Note on Suppurative Parotitis following Pneumonia.
H. O., A BOY, aged 3 years, was admitted to the Queen's Hospital for Children on January 2, 1915. He had been ill for a week with fever and cough. He had always been a weakly child; had whoopingcough at the age of 4 months and pneumonia when aged 1 year. He is the elder of a family of two, with a healthy family history. On admission there were signs of resolving pneumonia in the upper lobe of the left lung, with harsh bronchial rustling at the base of the chest on the right side. The temperature only went up to 99.50 F., pulse 108, respiration 24. Heart, abdomen, and throat normal.
On January 7 the temperature mounted to 104' F. without any increase of the signs in the chest, but next morning there was a swelling in the right parotid region, hard and firm and tender; the next day the overlying skin was red and cedematous, but no fluctuation
